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A 39-year-old woman with a history of myelodysplastic
syndrome presented to our hospital with pancytopenia and fever.
She had undergone an allogeneic bone marrow transplantation
2 years before; therefore, combination antimicrobial therapy wasFigure 1. Chest computed tomography initially revealed inﬁltrates in the right upper lob
cavity (D) with rib fractures (arrows) (E, F).
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license (http://creativecommons.org/licenses/by-nc-nd/4.0/).initiated for her febrile neutropenia. Chest computed tomography
revealed inﬁltrates in the right upper lobe (Figure 1A), and the
patient subsequently complained of worsening chest pain.
Sequential computed tomography images revealed the invasion
of the lesion into her chest wall and the eventual formation of a
cavity, with rib fractures (Figure 1B–F). The decision was made toe (A). The lesion subsequently invaded the chest wall (B, C) and eventually formed a
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Figure 2. (A) Photograph of the resected specimen from the cavity showing necrotic
tissues with a fractured rib (arrowhead). (B) Cross-sectional view of the fractured
rib. (C) Blood vessels containing a conglomerate of ﬁlamentous fungi (40;
hematoxylin–eosin stain).
Medical Imagery / International Journal of Infectious Diseases 34 (2015) 117–118118resect the right upper lobe and fractured ribs. The blood vessels in
the resected necrotic tissue were ﬁlled with a conglomerate of
ﬁlamentous fungi (Figure 2), which were subsequently identiﬁed
as belonging to the Rhizopus genus using in situ hybridization of
the 18s rRNA.
A few reports have described pulmonary mucormycosis
invading the bronchial or chest walls.1 However, in previous
reports of similar cases, the differential diagnoses were tuberculo-
sis,2 Aspergillus,3 Nocardia,4 and Actinomyces,5 while Rhizopus
was involved in the present case. Pulmonary mucormycosis should
be considered in cases with a massive cavitary lesion invading the
chest wall, as early antifungal therapy along with surgical resection
can improve the patient’s prognosis.
Acknowledgements
We thank Dr Kazutoshi Shibuya and Dr Megumi Wakayama of
Toho University for their assistance with the pathological and
genetic diagnoses.
Conﬂict of interest: The authors declare that there are no
conﬂicts of interest to disclose.
References
1. McAdams HP, Rosado de Christenson M, Strollo DC, Patz Jr EF. Pulmonary
mucormycosis: radiologic ﬁndings in 32 cases. AJR Am J Roentgenol 1997;168:
1541–8.
2. Jeung MY, Gangi A, Gasser B, Vasilescu C, Massard G, Wihlm JM, et al. Imaging of
chest wall disorders. Radiographics 1999;19:617–37.
3. Kawashima A, Kuhlman JE, Fishman EK, Tempany CM, Magid D, Lederman HM,
et al. Pulmonary Aspergillus chest wall involvement in chronic granulomatous
disease: CT and MRI ﬁndings. Skeletal Radiol 1991;20:487–93.
4. Sorrell TC, Mitchell DH, Iredell JR, Chen SA. Nocardia species. In: Mandell GL,
Bennett JE, Dolin R, editors. 8th ed., Mandell Douglas and Bennett’s principles and
practice of infectious diseases, Vol. 2, 8th ed. Philadelphia: Churchill Livingstone;
2015. p. 2853–63.
5. Cheon JE, Im JG, Kim MY, Lee JS, Choi GM, Yeon KM. Thoracic actinomycosis: CT
ﬁndings. Radiology 1998;209:229–33.
Takanori Asakuraa,b,*
Yohei Funatsua
Takahiko Oyamaa
Katsutaka Mineuraa
Arafumi Maeshimac
Takashi Okabed
Hironori Uenod
Takahiro Yanod
Yoshitaka Oyamadaa
Ryoichi Katoa
aDepartment of Respiratory Medicine, National Hospital Organization
Tokyo Medical Center, Meguro, Tokyo, Japan
bDepartment of Pulmonary Medicine, School of Medicine, Keio
University, 35 Shinanomachi, Shinjuku, Tokyo 160-8582, Japan
cDepartment of Pathology, National Hospital Organization Tokyo
Medical Center, Meguro, Tokyo, Japan
dDepartment of Hematology, National Hospital Organization Tokyo
Medical Center, Meguro, Tokyo, Japan
*Corresponding author. Tel.: +81-3-3353-1211;
fax: +81-3-3353-2502
